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 M 000 Initial Comments  M 000

The State Agency (SA) conducted Complaint 

Investigations (CI) MS #17084, MS #17304, MS 

#17321, MS #17322, MS #17324, and MS 

#17325 on 12/2/20 to 12/4/20. During the survey 

the SA determined the facility was not in 

compliance with the Minimum Standards for the 

Age and Infirm. The SA substantiated MS 

#17321, MS #17084, and MS #17325  and cited 

M 225; 45.4.1; Level II, Pattern, for failure to 

maintain minimum requirements for nursing staff 

ratio of two and eight tenths (2.8) hours of direct 

nursing care per resident per 24 hours.  MS 

#17304 was not substantiated for neglect. MS 

#17322 was not substantiated for abuse. MS 

#17324 was not substantiated for Infection 

Control concerns regarding the use of Personal 

Protective Equipment (PPE). The census at the 

time of the survey was 63 with a license for 80 

beds.
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